Background: Maternal Near Miss (MNM) event is associated with emotional, psychological, and social effects on women. Determining the needs of women with these experiences is the key to programming for providing high-quality care and reducing its burden. Hence, this study was conducted to determine the needs of women who have experienced MNM. Materials and Methods: In this literature systematic review, to achieve the intended information, articles published in Web of Science and PubMed databases were systematically searched. The search strategy focused on three keywords or phrases: "maternal morbidity" OR "maternal near miss" AND "needs." Publication date was all relevant articles before 2019, and publication language was restricted to English. Article search was conducted by two independent reviewers. After the primary search, 2140 articles were found. Eventually, 77 articles, including 20 qualitative studies and 57 quantitative studies, were enrolled for final evaluation. Results: According to the results, the needs of these women could be categorized into six groups of "Management and care needs of health system," "Educational needs of health system," "Follow up and continuity of care at the primary care level," "Need to develop a physical, psychological and social of care packages," "Social support," and "Psychosocial support and counseling." Conclusions: The near-miss events change the mothers' living conditions, and therefore, they need to receive special support, given the difficult conditions they are undergoing. It is necessary that a supportive program be designed to follow-up MNM after the discharge to be run by the primary care team.
Introduction
Maternal Near Miss (MNM) refers to a condition when a woman nearly dies but survives from a complication occurring during pregnancy, childbirth, or within 42 days of termination of pregnancy. [1, 2] Near-miss cases have similar characteristics with maternal deaths and can tell us the root causes of acute complication. Accordingly, they provide valuable information on obstetric care allowing for reformative action to be taken on identified delays to reduce the related mortality and morbidity. [3] The prevalence of near-miss mothers in Brazil and India is 12.8 and 15.1 per 1,000 live births, [4, 5] respectively. In addition, in a meta-analysis study in Iran, it was reported as 2.5 per 1,000 live births. [6] MNM has received less attention and often failed to access standard support as mothers' experiences are very extreme or different to the norm. [7] This is an open access journal, and articles are distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 4.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as appropriate credit is given and the new creations are licensed under the identical terms.
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Nevertheless, recent research and reviews have sought to address this. [8] The reason is that although the absolute number of annual maternal deaths is approximately 500,000, a further 9 million women are estimated to suffer from maternal mortality or near miss. Of these, a lot of them will experience long-term physical and psychological effects, thereby contributing to the maternal complications; [9] all the mothers and their partners experience some unpleasant long-term consequences of their near-miss event. [7] The health of women and their empowerment in the community are a central concept in the Sustainable Development Goals [10] and there have been calls for "rethinking maternal health" throughout the life cycle. [11] For many mothers, hospitalization in the intensive care unit and separation from the infant is hard. [8] Mothers who experience near miss have progressed to death, such that they may have organ failure or discharged from hospital having had a major emergency treatment or spent time in the intensive care. Some of them may even have lost their baby as a result of their complications; Babies delivered premature may need to be admitted to the Neonatal Department. [12] Their experiences are very different from a normal delivery. Meanwhile, additional studies are required to enhance the knowledge about the overall burden of severe maternal morbidity, its relationship with the motherhood role, and pathological conditions such as traumatic childbirth [13] as well as occurrence of posttraumatic stress and anxiety, panic attacks, flashbacks, [14] fear of repregnancy in the future, lack of support and social isolation, [12] and developing postpartum depression. [15] Therefore, by gaining a deeper understanding of the MNM and adverse consequences of pregnancy-related events, opportunities may be found for preventive intervention. [16] Furthermore, available data should be collected to understand mother's needs and to manage the burden resulting from this event which affects millions of women in the world. [17] Hence, determining the needs of mothers with these experiences is the key to programming and integrated postpartum care. Indeed, it is important to recognize the mothers' needs for evaluating the physical, psychological, and social burden of maternal near-miss conditions. Because no study has been conducted that is consistent with the purpose of the present study, this study was conducted to identify the needs of mothers who have experienced MNM.
Materials and Methods
This study was designed based on the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) checklist. [18] This literature review was conducted in March 2019. In this study, to achieve the intended information, systematically published articles in PubMed and Web of Science databases were searched, where 498 and 617 of the published articles before March 2019 were found in each, respectively. We reviewed the list of reference of the relevant articles. Furthermore, to cover more articles, the Google Scholar database was searched, whereby 1022 articles were extracted. All articles were searched in English. The search strategy focused on three keywords or phrases: "maternal morbidity" OR "maternal near miss" AND "needs." We used broad inclusion criteria to provide a detailed systematic review of the topic. It must be noted that article search was conducted by two independent reviewers and all the studies reviewed eligible articles by reviewing the title and abstract. Any disagreement between these two was resolved through discussion and by considering the goals of the study, and the opinion of a third person was requested, if necessary. The full texts of the selected abstracts were, subsequently, screened. After the primary search of different databases, 2140 articles were found. The extracted articles were evaluated according to the inclusion criteria in two steps. During the first step, 2052 articles out of 2140 were eliminated because of being a duplicate or qualifying the exclusion criteria. During the second step, nine articles were eliminated for having different (irrelevant) titles and goals as well as due to lack of a full text. Eventually, 77 articles including 20 qualitative and 57 quantitative studies were enrolled for final evaluation [ Figure 1 ].
The articles presented in conferences and seminars, case reports, and letters to editor were excluded. Furthermore, lack of access to the full texts of the articles was considered as an exclusion criterion. Eventually, the selected articles were studied to determine the needs of mothers who have experienced MNM.
Ethical considerations
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Results

Study selection outcome
After reviewing the results of studies, considering the extensive and various needs of MNM mothers, the needs were categorized into six classes of (1) management and care needs of health system, (2) educational needs of health system, (3) follow-up and continuity of care at the primary care level, (4) need to develop a physical, psychological, and social of care packages, (5) social support, and (6) psychosocial support and counseling. A summary of the results is shown in Table 1 .
Management and care needs of the health system
This category of needs includes the responsiveness of the health system to the delay in the treatment of mothers, especially in emergency situations. Providing quality care is one of the most important pillars of these needs. The philosophy proposed in Beyond the Numbers (BTN) and its methodologies for case reviews can be the first step in this process. The results of case reviews pinpoint what, if any, avoidable or remediable clinical, health system factors were present in the care provided to the mothers enabling healthcare providers to learn from the errors of the past. [19] Use of audit of near-miss case can enhance the quality of service, especially in areas where the maternal mortality is low. In this situation, there is a need to shift focus to maternal near-miss cases, which is a beneficial adjunct to maternal death issues. [20] Auditing makes causes evidence-based practice and wide information of these efforts to result in reduced preventable maternal morbidity and mortality where serial reviews would aid in resolution of the delays. [21] There should be better communication between levels of care and should be emphasized to allow early identification and referral of mothers for quick management. [22] Another issue that is important in the management and quality of care is to preserve and protect human dignity, and to consider human rights and equity, especially in non-native and migrant mothers. The experiences of mothers suggested that the need to provide fair treatment with respect and improved communication are the challenge for the health system and staff. [23] On the other hand, maternal morbidity is an inequality and discrimination in woman's human right: the right to life and survival; there is a dire need to prevent these unpleasant morbidities by improving the quality of care such as providing safe abortion services. [24] In addition, to provide quality services, the maternal morbidity-avoidable factors in hospitals should be identified and understood better, which can be cited for emergency obstetric causes such as preeclampsia, eclampsia, hemorrhage, sepsis, and thromboembolism. [25, 26] 
Educational needs of the health system
Health system should develop educational programs and draft targeted protocols at both the national and international levels. [27] For example, midwives who are capable in obstetric emergency care are well-placed to provide quality care to sick mother within an intensive care unit. [28] In addition, mothers should be educated and encourage the public to opt for prompt pregnancy and childbirth care. [29] Nevertheless, they did not always provide holistic education to all mothers prior to discharge from the hospital. [30] There is a need for midwives to provide important messages about potential warning signs to reduce the severity of the complications. [30] Intervention to improve knowledge of maternal morbidity is required, specifically for socially low-level people or those living in rural areas. [29] 
Follow-up and continuity of care at the primary care level
Reproductive health services should be prioritized to prevent adverse consequence. Hence, when a mother suffers from MNM, midwives should be aware of the hospital's discharge time. [12] Primary care providers should be made routinely aware if a mother has had a near-miss event, so that they can suggest the support such a mother needs and be aware that these new mothers may have interrupted their relationship with social networks. [7] Follow-up appointments with midwifery staff are helpful for mothers with severe maternal morbidities. Meanwhile, mothers reported that they felt they needed these supports at various times after the event; flexibility beyond the standard timing of 6 weeks postpartum would be beneficial. [12] They require continuity of care at the primary care level beyond the customary 6 weeks postpartum. [31] Maternal health programs should deal with both averting the loss of life and with ameliorating care of severe maternal morbidities at all levels including primary care. [32] Need to develop a physical, psychological, and social of care packages
The study by Norhayati et al. suggested that the mental and physical prognosis of mothers who experienced severe maternal morbidity is poor and there is a need to identify the persistence of these outcomes over a longer postpartum period; these findings may help provide guidance for staff for preventive care. [33] For example, for some complications of pregnancy and childbirth, such as hysterectomy, formulating a plan of care for mothers identifiably at risk of postpartum hemorrhage and ensuring appropriate follow-up counselling are important, as they are key to reducing the psychological symptoms experienced by such mothers. [34] In addition, many mothers who had experienced near-miss did not receive accurate information about their illness prior to discharge from hospital, which is necessary to pay attention to the quality of service to all aspects that reduce the burden of long-term mental problems, [35] so different information and support needs for mothers should be considered whatever policies are implemented such as follow-up of new mothers in the critical care unit who are separated from their baby or breastfeeding. [36] Social support Social support includes the care and attention of the mother who has maternal morbidity, including family, friends, acquaintances, and especially the husband. The role of men can be complex where social and cultural traditions may disagree with health recommendations. Sometimes, social protection is essential for MNM's partners who are often found witnessing the emergency shocking and distressing. Support from health providers is very important, and clear communication from medical staff is highly valued. [37] So MNM obstetric events deeply affect them. [38] Getting social support from others who have similar experiences may enhance the positive experiences of mothers, which in turn can improve the wellbeing of mothers, strengthen the mother-child relationship, and increase the dynamics of families. [39] An example is mothers who have social needs to establish breastfeeding. [40] There is critical need to provide support to survivors to enable them cope with social, physical, psychological, and economic consequences. [41] The implementation of integrated care which involves psychological, spiritual, physical, and social supports of women's health may help diminish the burden that maternal morbidity impose on women around the world. [42] Counseling and psychosocial support Maternal counseling and psychological support aim at reducing the problems such as depression, posttraumatic stress disorder, and wellbeing, coping, and emotional support such as disability, disempowerment, and self-isolation on the social networks. There is already some follow-up in service centers; currently after discharge, most mothers are visited by a midwife who usually carries out a postnatal depression screen, but these services do not cover all their needs. For this reason, recent studies have drawn attention to the potential for long-term psychological impact on mothers of maternal morbidities. [34, 36, [43] [44] [45] In addition to their physical recovery, mothers can experience depression, anxiety, and flashbacks in the aftermath; birth trauma can have lasting consequences affecting both the infant and family wellbeing. [46] Hinton et al. observed the profound long-term impact a near-miss in childbirth can have on new mothers. Although the mothers wished to take care of their baby, they could not do it, so other family members were also affected. [7] In this study, some mothers after discharge from the hospital were supported and contacted with midwives and visited regularly. [7] Mothers often face significant emotional and psychological health issues in the transition to motherhood. [47] The results of the study by Abdollahpour et al. suggested that traumatic childbirth events have the potentials to lead to psychological problems; [13] early interventions and counseling such as skin-to-skin contact between the mother and the baby can improve such mothers' mental health [16] and reduce posttraumatic stress postpartum. [48] After discharge of a near-miss mother, implications include more formal support for mothering when they are in maternal critical care and counseling for partners following this event. [49] There should be a transparent pathway for access to counselling services for near-miss mothers. [12] These counseling services should be provided for successful breastfeeding, [40] sexual problems, and marital problems. [50] Investigation of long-term repercussions of MNM on women's sexual life aspects has been scarcely performed, indicating that worse consequences for those experiencing morbidity are beyond depressive symptoms and postpone sexual activity. [51] 
Discussion
This study determined the needs of mothers who have experienced MNM which has been described in six sections. The most important demands and needs of many mothers who survive near-miss complications include the support and attention of healthcare providers during and after hospitalization. Most mothers express emotional and psychological reactions to MNM including anxiety, sorrow, and anger, [52] constituting "maternal near-miss syndrome." [42] The consequences of these events include loss of life, loss of fertility, loss of body image, loss of quality of life, and dissatisfaction of marital relationships. [41] On the other hand, Hinton et al.'s study highlighted the importance of communication between primary and secondary care and showed that proper support from service providers completely changed the lives of these mothers. [7] Mothers who received support from healthcare providers had a shorter physical and mental recovery, and the received support was very valuable to them. [12] Talking through events with midwives at follow-up visits can also be valuable in helping mothers understand what has happened to them. [12, 15] In addition, health problems in partners after a near-miss experience may have a big impact financially, practically, and emotionally. [12, 38] Consultation with spouses should be done, because fear of reoccurrence of events in the future pregnancy will reduce the desire for childbearing. [12] Counseling can make a real difference to how mothers and their partners cope with the emergency and recovery, because many mothers who develop MNM fail to access the required critical care due to failure to recognize danger signs. [41] Pregnancy and childbirth care packages require adaptation if they are to meet the identified health needs of mothers. Also, to defeat this persistent problem and to decrease the burden of MNM, we need to educate the general public to opt for immediate postnatal care. [25, 31, 42] One of the limitations of this study was that due to the large number of articles and the wide range of MNM needs, few electronic databases were selected.
Conclusion
According to the researcher review of literature, there has been no systematic review of the needs of near-miss mothers. The importance of this issue is that the lives of these mothers will be different from other mothers after pregnancy and childbirth. They need to receive special support given the difficult conditions they are undergoing. These mothers should not be the victims of problems that are contrary to the law of human rights as they are pregnant. Furthermore, to eliminate discrimination against them, we must strive to improve their wellbeing not only on the level with other mothers and bring them back to normal life. Therefore, it is necessary in the first step to reach the quality of care with the audit and to prevent avoidable morbidity. Then, in the next step, with the support of mothers, we reduce the burden of unavoidable complications to return them to normal life. Health providers should be conscious for problems caused by the impact that the near-miss experience can have on the whole family and be prepared to offer consultation about future childbearing. To improve the quality of care, a flexible appointment should be made for near-miss mothers who are not ready for follow-up or auditing sessions. Therefore, for future implication, it is recommended that a supportive program be designed to follow-up MNM after the discharge to be run by the primary care team.
